work with real-time teleconferenced joint medical consultations. McLaren and Wootton describe these as expensive in use of professional time and unlikely to work over a wide range of specialties. In reality, the study in question was a trial to test the technical feasibility and acceptability to patients and doctors of joint teleconferenced medical consultations and within these parameters our experience was not one of 'disappointment' but quite the reverse. Real-time joint teleconsulting was found to work remarkably well over a wide range of specialties including gastroenterology, endocrinology, urology, paediatrics, ENT, orthopaedics, gynaecology and oncology. Although joint consulting may seem more demanding in time, other research indicates that some of the extra costs may be offset by enhanced professional communication. In particular, it may result in fewer follow-up appointments, unnecessary tests and medical interventions. Patients are also reported to experience better health status We arc about to embark on a large-scale randomized controlled trial and economic evaluation of joint teleconsulting. This multicentre study will involve around 20 specialists and 100 general practitioners in London and the Welsh borders, and is designed to include in excess of 1500 teleconsultations. The research, which is funded by the NHS R&D Health Technology Assessment programme, should provide hard evidence about the cost effectiveness of interactive television as an alternative to routine outpatient appointments. Until then, pronouncements about interactive television being bad for your health should be regarded as premature. 
Treatment of basal cell carcinoma
In their discussion of treatment of basal cell carcinoma (November 1998JRSM, pp. 585-588) Dr Lear and his colleagues do not distinguish adequately between primary and recurrent tumours. These behave differently and require different management in many cases.
The standard treatment of primary BCC is excision with 4mm margins. Curettage and cautery is an alternative technique which gives excellent results when used appropriately for small, well-defined, superficial primary lesions. Radiotherapy and cryotherapy are also very useful in selected cases.
Mohs micrographic surgery (MMS) involves excision with a narrow margin and intraoperative histological examination of the entire excision margin by the operating dermatologist. This is repeated until the tumour is eradicated. The aim of MMS is to ensure complete ablation of the tumour with minimum sacrifice of surrounding normal tissue to facilitate reconstruction. Lear et al. correctly state that MMS yields a cure rate up to 99% but fail to specify that this applies only to primary lesions. We are not aware of any published series with cure rates of 99% for recurrent BCCs. We are puzzled by the comment: 'the proposal that BCCs at all sites be excised by the Mohs technique seems excessivee...'. The Palliative medicine: is it really specialist territory?
In their submission doubting the need for specialization in palliative care (November 1998 JRSM, pp. 568-572) Dr Fordham and colleagues make assertions that are insulting to those who have developed such care. To state 'practitioners, acting out of enlightened self-interest, take advantage of circumstances that encourage and allow them to concentrate on their chosen subject' and the availability of 'third party payment' suggests motives which are absolutely false. The inadequacy of care of the dying by hospitals and general practitioners was the stimulus which resulted in the hospice movement. This was most noticeable for the relief of pain in terminal care, but the concept that physical pain was not the only symptom which required relief added to the need for the compassion and love exhibited in hospice care.
Having been an oncologist before my retirement and involved non-medically in a hospice since, I am only too aware of the benefits which have derived from the specialization of palliative care. It is perhaps natural that tutors of general practice should suggest that care in the community can deal with terminal anxieties. In a perfect world with unlimited resources this might be possible; we do not live in such a state. So often I have heard patients say of the hospice 'I wish I had been sent here earlier'. Experience has proved that there are few, if any, general practitioners or hospital consultants who have the time, even if they have the expertise, to deal adequately with the anxious terminally ill whatever the disease. To extend the scope of hospice care to many patients other than those with malignant disease is perhaps an ambition which needs addressing as the population ages and domestic circumstances make home care even less likely. T W Backhouse Abbeyfield Lodge, Kenilworth CV8 1 NG, UK
